Abstract-Acute anxiety symptoms reported by 20 patients with simple phobia and 20 patients with panic disorder were compared. Panic anxiety symptomatology was commonly rated as more severe in its intensity than that reported by the simple phobics. The pattern of symptoms experienced by the two diagnostic groups shared only 30% of the variance in symptom rankings. These results suggest that there are both quantitative and qualitative differences between phobic and panic anxiety, and have a bearing on recent diagnostic and etiological formulations of the anxiety disorders.
Among the recent developments in the descriptive pathology and etiology of the anxiety disorders has been the distinction made between the so-called phobic disorders (Simple and Social Phobia, Agoraphobia without Panic Attacks) and those anxiety disorders which have their origin in the individual experiencing repeated random episodes of apparently spontaneous panic attacks (SPAS), the diagnoses of panic disorder and agoraphobia with panic attacks (APA, 1980) . It is now reasonably well established that the phobic disorders have a mode of onset usually associated with some personal or vicarious traumatic experience involving the individual's anxiety evoking stimulus. In other words, snake phobics frequently report a history of once being terrified by a snake, speech phobics of being humiliated during early efforts at giving a public address, etc. While this mode of onset is clearly not adequate to explain all cases of the phobic disorders, sufficient evidence exists to document this psychosocial etiology for the majority of such patients (Lautch, 1971 : Munjack. 1984 Ost & Hugdahl, 1981; Wolpe, 1981) .
For those disorders associated with spontaneous panic attacks, however. the mechanism of onset is less clear. As noted by Freud (1959) , most agoraphobics give a history of such panic attacks. and the phobic restrictions associated with agoraphobia represent avoidance behavior on the part of the individual who does not want .*. . . to be alone or in public places from which escape might be difficult or help not available in case of sudden incapacitation" (APA, 1980. p. 227 ). This hypothesis is supported by chart review studies which demonstrate that the vast majority of agoraphobics seeking treatment meet the criteria for agoraphobia with panic attacks (Thyer, Parrish, Curtis. Nesse, & Cameron. 1985) . not for agoraphobia without panic attacks, and by the fact that for most cases agoraphobia with panic attacks the onset of SPAS precedes the onset of phobic avoidance behaviors (Sheehan, Ballenger. & Jacobson. 1981 : Thyer & Himle, 1985 .
A further distinction between agoraphobia with.panic attacks and panic disorder, compared to the phobic disorders, is that most patients with the former conditions do not report a history of traumatic experience to be associated with the onset of their fears. According to Mathews, Gelder. and Johnston (1981) **. . agoraphobics cannot as a rule recall either any event that provoked intense fear or any repeated fearful events that occurred in the circumsta'nces that they subsequently came to avoid" (p. 41). Likewise, Tearnan, Telch. and Keefe (1984) . in their recent extensive review of the etiology of agoraphobia, failed to find adequate evidence in support of a traumatic conditioning hypothesis. Although the DSM-III narrative commentary suggests that Separation Anxiety Disorder of Childhood and sudden object loss apparently predispose to the development of both agoraphobia or panic disorder, this separation anxiety hypothesis is not adequately supported by past research (Tearnan et al., 1984) , and controlled studies suggest that it may even be false (Thyer, Nesse, Cameron. & Curtis, 1985; Thyer, Nesse, Curtis. & Cameron, 1986) .
In recent years a number of clinical researchers, primarily biological psychiatrists, have hypothesized that SPAS are the result of a metabolic defect and not necessarily related to intrapersonal psychopathology.
Evidence for this view may be summarized along several lines: in the specific vulnerability of agoraphobic and panic disorder patients to the artificial induction of panic attacks via lactate challenge testing (Sheehan, Carr. Fishman, Walsh, & Peltier-Saxe. 1985) [Margraf. Ehlers. and Roth (1986) have recently challenged this evidence]; in controlled family prevalence studies suggesting a genetic vulnerability to panic attacks (Tearnan, Telch, & Keefe, 1984) : in the greater than expected concordance between the occurrence of panic attacks and the presence of mitral valve prolapse (Crowe, 198.5) ; and in the temporary amelioration of panic attacks during treatment with tricyclic antidepressants, monoamine oxidase inhibitors. and the triazolobenzodiazepene alprazolam (Leibowitz. 1985 : Sheehan, 1985 . A thorough review of the above evidence is found in Curtis, Thyer. and Rainey (1985) .
On the basis of such findings, Sheehan and associates (Carr & Sheehan. 1984 : Sheehan, 1982 Sheehan. Ballenger. & Jacobson. 1980 : Sheehan & Sheehan, 1982a , 1982b (Spitzer & Williams, 1985) , suggesting the influence these views are having on contemporary diagnostic and etiological formulations. Cohen, Barlow, and Blanchard (1985) note this LL ~ , , growing belief among some researchers that panic attacks and accompanying anticipatory anxiety are separate and distinct aspects of anxiety disorders" (p. 96) and that ". . . it is as yet unclear if panic attacks represent the peak of a quantitative increase in anxiety, or a qualitatively different phenomenon" (p. 97). Zitrin. Woerner, & Klein (1981) are among those in favor of viewing phobic anxiety and panic anxiety as separate disorders. whereas others. such as Greist, Jefferson. and Marks contend that ". . . as far as we can tell the feelings are similar whether the anxiety (or panic) is spontaneous or phobic" (1986, p. 3) . Adequate data does not yet exist to clearly refute or support Sheehan's dichotomy.
The detection of clinically significant and statistically meaningful differences in the symptomatic presentations of patients is a well established method for distinguishing between disorders (e.g., Cameron, Thyer, Nesse, & Curtis, 1986; Thyer. Himle, Curtis, Cameron, & Nesse. 1985) . One test of the hypothesis that phobic anxiety and panic anxiety are characteristics of different disorders is to examine the symptomatology reported by patients suffering from exogenous anxiety (e.g., simple phobia), and then comparing this symptom profile with that obtained from a sample of patients with presumptive endogenous anxiety (e.g.. panic disorder). The study described below employed this method to examine the symptomatic differences occurring between simple phobic and panic disorder patients.
METHOD
Our sample consisted of individuals who had sought treatment at the Anxiety Disorders Program at the University of Michigan Hospitals between 1980 and 1985. We randomly selected patient records for 20 individuals (13 female; 7 male) diagnosed as having panic disorder to serve as our sample of individuals with so-called endogenous anxiety. These pa-tients had a mean age (and standard deviation) of 38.6 years (9.7). Our randomly selected sample of patients with exogenous anxiety consisted of 20 simple phobics (15 female, 5 male) who had a mean age of 36.7 years (8.9). Five of our simple phobics were single, 1 I were married, and four were divorced. Eighteen of the simple phobics were white, one was black and one was oriental. Two of our panic disorder patients were single, 15 were married, and three were divorced. Nineteen of the panic disorder patients were white and one was black. Patients in each diagnostic group had a mean of 14 years of education. The mean age of onset reported by the patients with panic disorder for their disorder was 30.2 years (10.6); the corresponding figure for simple phobia was 15.1 years (10.6). These findings regarding a differential age of onset for simple phobia and panic disorder were congruent with our earlier study of this topic (Thyer, Parrish, Curtis, Cameron, & Nesse, 1985) . The primary anxiety evoking stimulus for each of the 20 simple phobics was as follows: snakes (n = 4), flying (n = 4), heights (n = 3), spiders (n = 2). injections (n = 2), and pill swallowing, food poisoning, birds, darkness and flying insects, (n = 1).
Procedure
As a part of our clinic's intake and evaluation process, and prior to a detailed diagnostic interview with a clinician skilled in the use of the DSM-III criteria, each patient completed a comprehensive questionnaire packet containing, among other items, the Cameron-Nesse Anxiety Symptoms Questionnaire (ASQ), an inventory listing 55 symptoms commonly associated with states of anxiousness (described in Cameron, Thyer, Nesse, & Curtis, 1986) . Each patient had indicated the degree to which they had experienced the symptom listed on the ASQ using a five point rating scale (0 = none: 4 = very severe). Panic disorder patients completed the ASQ with respect to what they felt during a typical spontaneous panic attack. Simple phobics completed the ASQ items with reference to how they felt when confronting their individual anxiety evoking stimulus (most often a small animal). Our preliminary report employing other patient samples found the ASQ to demonstrated discriminant validity with respect to the diagnostic clusters predicted by Sheehan and others: Panic disorder, agoraphobia with panic attacks, and generalized anxiety disorder symptoms tended to cluster together, and to be signiticantly different from the symptom patterns reported by simple and social phobics.
RESULTS
The mean score (and standard deviation), by diagnostic group, for each of the 55 ASQ items is displayed in Table I . As can be seen, panic disorder (endogenous anxiety) patients consistently rated the intensity of .Ol 1.9 (1.6) ,004 1.7 (1.7)
.08 2.4 (1.5)
,001 1.6 (1.6)
. the symptoms they experienced during a typical spontaneous panic attack as more severe than that experienced by the simple phobics on 46 of the 55 symptoms.
Of these 46 differences, 23 were statistically significantly different (p < .05) and four displayed a statistical trend (p < .lO). The simple phobics reported more intense symptoms on five of the ASQ items, but none of these differences exceeded chance expectations. Four ASQ symptoms were rated as equally severe by the two groups. These results argue in favor of the view that the symptoms experienced during panic anxiety are quantitatively more severe than the phenomenology of phobic anxiety.
A Spearman rank-order correlation coefficient was calculated on the rankings of the symptom severity ratings provided by the two patient groups (rho = .55; p < .Ol). This correlation, while statistically significant, indicates that the anxiety symptomatology experienced by panic disorder and simple phobic patients shared only 30% of the variance in ranked reported symptoms. This finding suggests that there are mean-ingful qualitutive, as well as quantitative, differences occurring among patients experiencing either phobic anxiety or panic anxiety. In other words, the pattern of type of anxiety symptomatology reported by the two groups appears to be fairly distinct.
DISCUSSION
These results support the hypothesis that phobic anxiety and panic anxiety represent separate and reasonably distinct subjectively experienced phenomena, and are congruent with newer etiological speculations and nosological formulations which postulate that the anxiety disorders may be heuristically divided into two broad categories, labeled exogenous and endogenous anxiety. Given our relatively small sample size, and the fact that alternative interpretations of our data may be possible. this conclusion remains tentative.
A limitations in the present study is a sole reliance upon client selfreport to assess anxiety symptomatology. In part, this is necessary since many of the symptoms of anxiety are private events, feelings or perceptual experiences which may only be accessed through patients' verbal or written behavior. Contemporary research examining the psychoneuroendocrinology of spontaneous panic attacks (Cameron, Lee, Curtis, & McCann, 1985) . and that associated with simple phobic reactions (Nesse, Curtis, Thyer. McCann, Huber-Smith, & Knopf, 1985; Thyer & Mathews, 1986 ) may provide further information as to the similarities and differences of the signs and symptoms existing between the anxiety disorders. Previously, such studies have employed patients labeled with a single diagnostic category (e.g., panic disorder or simple phobia); controlled comparative experiments on the biological parameters of anxiety associated with the various diagnoses are now indicated.
None of our forty patients reported a history of fainting, either during a SPA or when confronting their anxiety evoking stimulus. Such a fainting reaction is an exaggerated vasovagal reflex (Thyer & Curtis, 1985) . and past research has suggested that fainting responses are selectively associated with fears to blood, injury, or illness (BII) (Curtis & Thyer, 1983 : Thyer, Himle & Curtis, 1985 . Since none of our patients complained of BII phobia. the present data lend further support to the hypothesis of a selective association between such fears and a fainting reaction. Although panic disorder patients may feel as if they may faint during an SPA (see item 34 in Table I ), the probability of an actual loss of consciousness appears low. 
